The term mycetoma describes a subcutaneous infection of higher bacterial (actinomycotic) or fungal (maduromycotic) origin. Lesions develop as a small firm painless swelling, and spread to involve adjacent bone and skin. Ultimately, they form a mass of burrowing abscesses and sinus tracts. These discharge pus, and granules consisting of mycelial colonies embedded in an inorganic matrix.
. Appearance of left knee and lower thigh, showing the multiple sinus scars and swelling, prior to excision 
Case report
The patient, a 66-year-old West Indian man, presented in March 1986 with a five week history of swelling and increasing discomfort in the left thigh, associated with the appearance of overlying sinuses and the discharge of serous fluid. He was first seen with a similar condition, in 1961, two years after his arrival from the West Indies. At that time, a diagnosis of actinomycosis was made, the swelling subsided with antibiotic therapy and he subsequently remained free from pain, reporting only an occasional serous discharge. There was no history of local trauma.
Examination of the left leg revealed a non-tender fluctuant mass (12 em x 8 em) in the lateral aspect of the lower thigh ( Figure 1 ). Serous fluid was seen to drain from an overlying sinus. Further, the muscle bulk in the lower one third ofthe thigh had been replaced by fibrosis, marked by multiple healed sinus scars. The patient was apyrexial.
Investigations revealed an elevated erythrocyte sedimentation rate (ESR) 66 mm at one hour; white blood cell count 10.3x 10 9 II (normal differential). Radiological examination showed no involvement of the underlying bone or joint.
Incision and drainage revealed multiple loculations but little frank pus, and the lesion was excised. Consistent with the earlier diagnosis of actinomycosis, early histology confirmed the causal organism to be a member of the order Actirwmycetales (Figure 2 ). Penicillin was given: benzylpenicillin 3 g three times a day for four weeks, then penicillin V 1 g four times a day for six months.
The patient remained apyrexial, and a fall in ESR (24 mm at 1 hour was observed after four weeks of antibiotic therapy. The wound healed well, there being no evidence of recurrence six months later.
Further culture and serological testing, both at St Charles and at the Mycological Reference Laboratory, Colindale, identified the organism as Actinomadura madurae.
Discussion
The order Actinomycetales comprises higher bacteria which, by their tendency to form mycelial colonies, superficially resemble fungi'', Those genera responsible for actinomycotic mycetomas (Actirwmadura, 'Streptomyces,Nocardia)most closelyresemble fungi and were long regarded as such", Other genera more easily recognizable as bacteria include Mycobacteria and Actirwmyces. Embedded within an inorganic matrix, the mycelia are discharged as granules, the colour and size of which may indicate the underlying genus or species", Yellow granules, as noted in this case, are produced by a number of species, including Actinomyces israelii and Actinomadura madurae.
'Thegenus Actinomyces(spp madurae,pelletieri) is reportedly responsible for between 10 and 20% of all mycetomas, more than half of these being due to A. maduraer", A worldwide study of mycetoma reported 850 cases between 1942 and 1962 8 , though the true incidence is uncertain. Forty-four cases were described in the UK between 1963 and 19814, in two of which the causal organism was identified as being A. madurae. 'The literature reports less than 10 cases of A. madurae since 1970.
Involvement of the foot is described in almost 80% of cases of mycetoma 5 -7 • 9 • 1O , other sites being the thigh and knee (3%), trunk (4%), upper limb (9%) and head and neck (4%). As a soil-borne saprophyte, the infection is thought to follow thorn penetration, with a history of some trauma elicited in 30-60% of cases. We have identified one previous report of A. madurae involving the thigh and knee, described in a Sudanese hospital messenger".
Supporting the findings of in vitro sensitivity studies 13.14 success has met the use of co-trimoxazole'P, streptomycin'v" and tetracyclina'" in the management of A. madurae infection. Penicillin is the drug of choice for actinomyeosis'", but has always proved ineffective against A. madurae": On this basis, it seems unlikely that penicillin was responsible for the clinical improvement.
'The prognosis for actinomycetoma is good, with a combination of surgical drainage and the appropriate antibiotic therapy18,19 achieving a cure in more than 60% of cases, and failing to achieve significant improvement in less than 5%20. 'The management offungal mycetoma is less satisfactory as the response to antifungal agents is often poor, and amputation may become the last resort. The case is described of a woman who developed typical features of the glucagonoma syndrome including weight loss, anaemia, necrolytic migratory erythema and markedly raised glucagon levels. Investigations demonstrated a tumour in the tail of the pancreas with metastases in the liver. The typical rash was preceded for two years by a nonspecific eczematous eruption.
Case report
A 65-year-<>ld Caucasian woman presented to the dermatology department with an eczematous rash on the legs. Some months previously she had complained of severe dyspeptic symptoms but a barium meal had failed to show any abnormality.
The rash was thought to be varicose in nature and responded partially to topical emollients and steroids. Two years later she began to lose weight and was found to be anaemic (normochromic/normocytic). In addition the rash altered dramatically in appearance and became more extensive with perioral ( Figure 1 ) and perianal involvement. There was an accompanying stomatitis. The eruption was erythematous and exudative with a tendency both to extend and heal rapidly. Some bullae developed particularly on dependent parts (Figure 2) . A barium meal now showed a mass displacing the posterior aspect of the stomach and a computed tomography scan confirmed the presence of a carcinoma of the tail of the pancreas with multiple liver metastases. Glucagon levels were over 500 pmol/l (normal: less than 50 pmol/l).
At no stage did the patient develop evidence of diabetes mellitus.
In view ofthe metastases, surgery was not attempted and the patient was treated symptomatically with a high protein diet, zinc supplements and the continued application of topical steroids. The severity of her rash varied considerably throughout the ensuing months, requiring inpatient care on two occasions, when the rash responded well to intensive 
